
NEW YORK STATE 
OFFICE OF THE STATE COMPTROLLER 
 
H. Carl McCall 
STATE COMPTROLLER 

DIVISION OF MANAGEMENT AUDIT AND 
STATE FINANCIAL SERVICES 

 
DEPARTMENT OF HEALTH 

 
NURSING HOME COMPLAINTS 

 
2001-S-36 

 
 
 
 
 
 



 

 

OSC Management Audit reports can be accessed via the OSC Web Page: 

http://www.osc.state.ny.us 

If you wish your name to be deleted from our mailing list or if your address has 

changed, 

contact the Management Audit Group at (518) 474-3271 

or at the 

Office of the State Comptroller 

110 State Street 

11th Floor 

Albany, NY 12236 

 



 
 
 
 
 
 
 
 
 

H. Carl McCall 
STATE COMPTROLLER 
 

Division of Management Audit and State Financial Services 
110 STATE STREET ♦ ALBANY, NEW YORK 12236 

123 WILLIAM STREET ♦ NEW YORK, NEW YORK 10038 

Report 2001-S-36 
 
 
Antonia C. Novello, MD, MPH, Dr. PH 
Commissioner 
Department of Health 
Corning Tower 
Empire State Plaza 
Albany, NY 12237 
 
Dear Dr. Novello: 
 
The following is our report on the Department of Health’s processes for the intake, 
triage and investigation of nursing home complaints. 
 
We performed this audit pursuant to the State Comptroller’s authority as set forth in 
Article V, Section 1 of the State Constitution and Article II, Section 8 of the State 
Finance Law.  We list major contributors to this report in Appendix A. 
 
 
 
 
 
 
 
July 24, 2002 
 



 

 

EXECUTIVE SUMMARY 
 

DEPARTMENT OF HEALTH 
NURSING HOME COMPLAINTS 

 
SCOPE OF AUDIT 

 
he Public Health Law requires the Department of Health (Department) to 
investigate and resolve reported complaints of physical abuse, mistreatment 

and neglect of persons in residential health care facilities and to report to the 
Governor and the Legislature on such incidents no later than March 15 of every 
year.  The Federal Centers for Medicare and Medicaid Services (CMS) 
established time frames for initiating complaint investigations and identified 
information that should be provided to and collected from complainants.  The 
Department’s Division of Quality Assurance and Surveillance for Nursing Home 
and Intermediate Care Facilities (Division), which processes and investigates 
nursing home complaints, maintains a central office in Albany as well as four 
regional offices.  
 
Complaints are received and triaged (classified) as to their nature and severity by 
central office staff.  Complaints alleging a resident’s health or safety is in 
immediate jeopardy must be investigated within two working days.  Central office 
staff enters complaints in the Department’s Uniform Complaint Tracking System 
(UCTS), and then forwards them electronically to the appropriate regional office 
for investigation.  According to the Department, it received 6,620 complaints in 
calendar year 2000. 
 
Our audit addressed the following questions for the period January 1, 2000 
through December 10, 2001: 
 

• Does the Department investigate complaints in a timely and thorough 
manner? 

 
• Does the Department ensure that all complaints received are properly 

recorded and accurately triaged? 
 

• Does the Department report annually on nursing home complaints? 
 

AUDIT OBSERVATIONS AND CONCLUSIONS 
 

e found that the Department, particularly at its three local offices in the 
Metropolitan Area Regional Office, does not initiate a significant number of 
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its investigations on time, including complaints alleging immediate jeopardy to 
residents’ health and safety.  Further, investigations are not thorough, as 
required by CMS standards, and the Division sometimes closes cases based on 
the nursing home’s own investigation.  We also found the Division needs to 
improve controls over its intake and triage processes to ensure it records all 
allegations and accurately triages complaints.  As a result of these deficiencies, 
the health and safety of nursing home residents are not being adequately 
protected. 
 
The Division is responsible for receiving, triaging and investigating complaints in 
a timely and thorough manner.  However, we found that for 42 of 98 complaints 
(43 percent) selected from all the regional offices, investigations were not 
initiated on time (21 complaints), ranging from 2 days to 375 days late, or there 
was no documentation in the case files to substantiate that an investigation was 
initiated (21 complaints).  Further, investigations for 42 of the 98 complaints were 
not thorough. In these instances, investigations were not documented, did not 
provide sufficient evidence (no record of interviews, on-site visit, etc.), or were 
not conducted at all, since the Division relied on the facility’s internal 
investigation.  During our visits to local offices, we identified ineffective 
investigation practices, including the following: complaints were unassigned, or 
assigned to non-active investigators; investigators were not certified to do 
investigations; and staff did not consistently update UCTS, minimizing its utility 
for monitoring case progress.  (See pp. 6-20) 
 
CMS procedures require the exchange of certain information with complainants 
during intake and triage to help properly classify and investigate complaints, and 
Division procedures state guidelines for triaging complaints. However, in a 
random sample of 50 complaints, we found 16 exceptions involving not recording 
allegations or misclassifying complaints, which could result in delayed 
investigations or no investigation at all.  (See pp. 20-24) 
 
We also found the Department has not complied with the requirement to report 
annually on nursing home complaint statistics.  The last report was prepared for 
the three-year period 1996 through 1998, and no report was prepared for 1999 or 
2000.  (See pp. 25-26) 
 
We made 11 recommendations to address the conditions we identified in this 
report. 
 

Comments of Officials 
 

e interpret the Department’s response to generally agree with the 
recommendations we made in this report. 
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INTRODUCTION 
 

Background 
ection 2803-d of the Public Health Law, Reporting Abuses of 
Persons Receiving Care or Services in Residential Health 

Care Facilities (Public Health Law), requires designated persons 
to report to the Department instances of physical abuse, 
mistreatment or neglect of nursing home residents.  The Public 
Health Law requires Department staff to investigate and resolve 
complaints and provides for sanctions against people found 
guilty of these acts. The Public Health Law also requires the 
Commissioner to provide the Governor and the Legislature with 
an annual report on the incidents of physical abuse, 
mistreatment and neglect of persons in residential health care 
facilities no later than March 15 of every year.  
 
There are also Federal laws and regulations regarding the 
receipt and investigation of complaints.  The State Operations 
Manual issued by the U.S. Department of Health and Human 
Services, Centers for Medicare and Medicaid Services (CMS) - 
formerly the Health Care Financing Administration - specifies 
time frames that must be met for initiating investigations.  In 
addition, Section 7700 of the manual requires states to develop 
policies and procedures for receiving, investigating and 
resolving nursing home complaints, and to maintain staffing 
levels adequate to conduct investigations in a timely manner.  
CMS also specifies what information should be collected from 
and provided to complainants, and identifies procedures for 
conducting investigations. In March 2001, CMS established 
performance measures for states’ processing of nursing home 
complaints.  
 
The Department’s Division of Quality Assurance and 
Surveillance for Nursing Home and Intermediate Care Facilities 
(Division) is responsible for processing and investigating nursing 
home complaints, most of which arrive through a toll-free 
hotline.  The Division maintains a central office in Albany as well 
as four regional offices at the following sites: the Capital District 
(Troy); Central (Syracuse); Western (two local offices in 
Rochester and Buffalo); and the Metropolitan Area Regional 
Office, which has local offices in Hauppauge, New Rochelle and 
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New York City. Before late April 2001, the Division’s four 
regional offices received such complaints directly.  Since late 
April 2001, the Division’s Central Intake Unit in its central office 
began receiving and triaging (classifying) all complaints. Intake 
Unit staff gather information from complainants and enter it on 
the Department’s Uniform Complaint Tracking System (UCTS).  
UCTS is designed to be used as a means of recording the 
complainant’s allegations, tracking the investigation milestones 
performed, and generating reports to gauge the progress of 
investigations.  
 
During the triage process, Intake Unit staff review the 
information supplied by the complainant. If the information 
represents an allegation, staff assess the severity of the 
allegation and establish the time frame in which the 
investigation must be initiated.  Investigations of the most 
serious complaints must be initiated within two days, but less 
serious issues may not be addressed until the next regular 
inspection (survey) of the nursing home.  The triaged complaint 
is then sent electronically via UCTS to one of the Division’s 
regional offices for investigation. Investigators at the regional 
offices determine whether the allegations in the complaint can 
be sustained by conducting site visits, including interviewing 
staff, residents and complainants, and by reviewing medical 
records. 
 
When the investigation is completed, a regional office 
supervisor reviews the complaint case file to ensure the incident 
was adequately assessed, and forwards it to the 
Commissioner’s office for review to determine whether the 
incident constitutes a violation of Public Health Law Section 
2803-d.  If it is determined that there is insufficient credible 
evidence of patient abuse, neglect or mistreatment, all the 
complaint case records (but not the complaint’s record on 
UCTS) are expunged 120 days following notification of such 
determination.  If there is sufficient credible evidence to support 
the allegation, the Department’s Division of Legal Affairs notifies 
the accused individual(s) of the allegation(s) and of the right to a 
hearing.  Complaints sustained against licensed professionals 
are reported to the appropriate committee on professional 
conduct.  Criminal convictions or sustained findings against a 
certified nurse aide (CNA) are noted in the State Nursing Home 
Nurse Aide Registry (Registry).  Listing of sustained findings 
against a CNA in the Registry bars the CNA from working in 
another nursing home.  Once due process requirements are 
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satisfied, the complainant is advised in writing of the outcome of 
the case.  Department officials indicated that they expect all 
complaint cases to be investigated, resolved and closed within 
180 days. 
 
According to data supplied by Department officials, there were 
approximately 680 nursing homes operating in New York State 
as of August 1, 2001.  Department officials stated that they 
received 6,620 nursing home complaints in calendar year 2000.  
Nursing homes are visited, at a minimum, on a 15-month 
unannounced schedule for a survey, and more often when 
complaints are investigated. 
 
In a prior audit (97-S-30, issued January 22, 1998), we found 
that the Department’s New York City office needed to improve 
its complaint tracking system and investigate complaints in a 
more timely way to ensure this patient protection mechanism 
serves its purpose. 
 

Audit Scope, Objectives and Methodology 
 

e audited selected Department practices for the intake, 
triage and investigation of nursing home complaints for the 

period January 1, 2000 through December 10, 2001.  The 
primary objectives of our performance audit were to determine 
whether: the Department investigated all nursing home 
complaints thoroughly and conducted investigations in a timely 
manner; the Department had controls and procedures in place 
to ensure all nursing home complaints received were recorded 
and triaged appropriately; and the Department annually reports 
nursing home complaint statistics to the Governor and the 
Legislature, as required. 
 
To accomplish our objectives, we interviewed Department 
officials in the Division’s central office and officials in the 
Division’s four regional offices.  In addition, we obtained data 
from the UCTS for complaints received from January 1, 2000 to 
August 23, 2001.  Using this data, we selected a random 
sample of 100 complaints for review.  We reviewed these 
complaints to determine whether complaint investigations were 
initiated in a timely manner; whether thorough investigations 
were conducted; and whether the data contained on the UCTS 
could be verified to case file documentation.  In addition, as a 
result of reviewing this data, we also selected judgmental 
samples of complaints for review at each of the regional offices.  
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We conducted our audit in accordance with generally accepted 
government auditing standards.  Such standards require that we 
plan and perform our audit to adequately assess those 
operations of the Department that are within our audit scope.  
Further, these standards require that we understand the 
Department’s internal control structure and its compliance with 
those laws, rules and regulations that are relevant to the 
operations included in our audit scope.  An audit includes 
examining, on a test basis, evidence supporting transactions 
recorded in the accounting and operating records and applying 
such other auditing procedures as we consider necessary in the 
circumstances.  An audit also includes assessing the estimates, 
judgments and decisions made by management.  We believe 
our audit provides a reasonable basis for our findings, 
conclusions and recommendations. 
 
We use a risk-based approach when selecting activities to be 
audited.  This approach focuses our audit efforts on those 
operations that we have identified through a preliminary survey 
as having the greatest probability of needing improvement.  
Consequently, by design, we use our finite audit resources to 
identify where and how improvements can be made.  Thus, we 
devote little audit effort to reviewing operations that may be 
relatively efficient or effective.  As a result, our audit reports are 
prepared on an “exception basis.”  This report, therefore, 
highlights those areas needing improvement and does not 
address activities that may be functioning properly. 
 

Response of Department Officials to Audit 
 

e provided draft copies of the matters discussed in this 
report to Department officials for their review and 

comment.  We considered their comments in preparing this 
report.  The Department’s comments are included as Appendix 
B.  Appendix C contains State Comptroller’s Notes, which 
address matters contained in the Department’s response. 
 
Within 90 days after final release of this report, as required by 
Section 170 of the Executive Law, the Commissioner of the 
Department of Health shall report to the Governor, the State 
Comptroller and the leaders of the Legislature and fiscal 
committees, advising what steps were taken to implement the 
recommendations contained herein, and where recommendations 
were not implemented, the reasons therefor. 
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NURSING HOME COMPLAINTS 

 
he Division is responsible for receiving, triaging and 
investigating complaints in a timely and thorough manner to 

protect the health and safety of nursing home residents.  
However, in site visits to each of the Division’s regional offices, 
we identified instances in which investigations of complaints – 
some of which alleged that a resident’s health or safety was in 
immediate jeopardy − were not initiated on time and/or were not 
thorough.  We also found that UCTS data was not up to date 
and often varied from case file data. Our audit work identified 
the following reasons for these complaint-related problems: 
 

• open complaints are not always assigned to 
investigators;  

 
• open complaints are assigned to staff who no longer do 

investigations; 
 

• investigators are not certified to conduct surveys or 
investigate complaints; and, 

 
• investigation actions are sometimes not entered on 

UCTS until the case is closed. 
 
As a result, investigations can be significantly delayed, 
performed in a cursory manner or conducted by nursing home 
staff, who self-report the results to the Division. Further, since 
Division management does not have up to date and accurate 
information about ongoing investigations, it cannot adequately 
monitor investigative performance or rely on UCTS statistics to 
comply with the Department’s annual reporting requirement. 
More importantly, however, the Department is not adequately 
ensuring the safety and well-being of a very vulnerable 
population of State residents.  We discuss the above findings in 
the following sections of this report. 
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Investigation of Complaints 
 

o assess the Department’s performance in investigating 
nursing home complaints, we conducted site visits to each of 

the seven local offices among the Division’s four regional 
offices.  Before conducting our site visits, we received a 
download of data from UCTS of the 12,212 complaints the 
Division had received between January 1, 2000 and August 23, 
2001.  In selecting complaints for review, we eliminated 7,044 
complaints that were closed prior to July 1, 2001, regardless of 
whether the complaints were substantiated or unsubstantiated.  
Since the Public Health Law requires that unsubstantiated 
complaints be expunged 120 days after this determination is 
made, the unsubstantiated complaints among this population of 
closed complaints would not have been available for review. 
 
From the remaining 5,168 complaints, we selected a random 
sample of 100 case files for review.  We were able to review 
only 98 of these cases, since the New York City office could not 
locate case files for two complaints. The sample included open 
cases as well as all complaints that were closed subsequent to 
July 1, 2001.   
 
When we visited local offices to review the above case files, we 
assessed whether office practices and procedures complied 
with the Public Health Law, Division requirements and CMS 
performance standards.  Specifically, we assessed whether 
investigations for our sampled complaints were initiated within 
required time frames, whether the investigations were thorough, 
and whether UCTS data was documented in the case files.  We 
also tested whether complaints were resolved within 180 days, 
the Department’s stated time frame for closing complaints. 
 
Based on our review of UCTS data, we also selected 
judgmental samples of cases to identify the various reasons 
why investigation requirements are not always met.     
 
Investigations Not Initiated on Time   
 
Section 7700 of the CMS State Operations Manual states that a 
complaint should be investigated within two working days of 
receipt in those cases where it is alleged that a resident’s health 
or safety is in immediate jeopardy. For those complaints that do 
not allege that a resident’s health or safety is in immediate 
jeopardy, the state is to use its professional judgment in 
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determining the timing, scope and duration of the complaint 
investigation. For these cases, the time period during which the 
investigation must be initiated ranges from 10 days, for 
complaints alleging actual harm to individuals (but not 
immediate jeopardy), to as long as 15 months (the time of the 
next regular nursing home inspection). 
 
In March 2001, CMS issued a memo that outlined performance 
standards for complaint investigations which it will use when it 
conducts state site visits.  These performance standards 
reiterate that states must conduct an on-site visit within two 
days to investigate complaints alleging a present or ongoing 
immediate jeopardy to a resident’s health or safety.  The 
standards further state that CMS will determine whether 
complaints alleging actual harm to individuals are investigated 
within 10 working days of receipt.  CMS will also determine 
whether the state maintains and follows guidelines for the 
prioritization of complaints that do not allege immediate 
jeopardy or actual harm to residents. 
 
From our random sample of complaints, we identified 42 
complaints (43 percent) for which investigations were not 
initiated in a timely manner or for which there was no 
documentation that an investigation had been conducted.  Of 
the 42 complaints, we found that 21 were initiated between 4 
and 375 business days late.  For the other 21 complaints, all 
located at the New York City local office, there was no 
documentation in the case file to indicate that an investigation 
was ever initiated at all.  Thirty-four of these 42 cases involved 
complaints that alleged either immediate jeopardy or actual 
harm to residents, and should have been investigated within 2 
days or 10 days.  The remaining eight cases involved less 
serious allegations for which investigations should have been 
initiated within time frames longer than ten days.  Below is a 
chart summarizing this information. 
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Investigations Initiated Late or No Documentation Investigation Ever Initiated 

 Required Investigation 
Time Frame 

Local Office Sampled 
Complaints 

Investigation 
Initiated 

Late 

No 
Documentation 

of  
Investigation 

Initiated 

Two 
Days 

Ten 
Days 

More 
than 
Ten 

Days 
Buffalo 2 0 0 0 0 0
Capital District 2 2 0 0 2 0
Central 14 1 0 1 0 0
Hauppauge 26 4 0 1 2 1
New York City 39 13 21 2 25 7
New Rochelle 12 1 0 0 1 0
Rochester 3 0 0 0 0 0
Total 98 21 21 4 30 8

 
It is especially problematic to delay the investigation of 
complaints that are required to be conducted within two working 
days of receipt since those complaints allege “immediate 
jeopardy” to the safety or health of a resident.  To confirm that 
the Division does not always meet this requirement, we selected 
a judgmental sample of 62 two-day complaints from the seven 
local offices. This sample was selected from a population of 
2,171 two-day complaints.  We reviewed this population 
because of the “immediate jeopardy” risk to the resident.  Since 
Hauppauge officials could not locate the case files for 7 of the 9 
complaints we selected, and New York City officials could not 
find 4 of the 28 files we requested, we were able to review a 
total of 51 complaints.  Our review of these complaints revealed 
that 20 of these open two-day complaints, all in the New York 
City office, had not been initiated or had been initiated late.  For 
five of the 20 complaints, investigations had not been initiated.  
For the remaining 15 complaints, investigations were not 
initiated until from 10 to 349 days after they were received. 
 
When investigations are not conducted in a timely fashion, the 
Division cannot quickly identify deficient practices that allow 
abuse, neglect or mistreatment of residents to occur.  Early 
identification of such practices can lead to the development of 
corrective actions to prevent recurrence of abuse.  In addition, 
delay in initiating investigations can make it more difficult to 
gather necessary information: when months elapse between an 
alleged abuse and the initiation of an investigation, witnesses 
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may not recall incidents fully, and observation and evaluation of 
a resident’s injuries may not be possible. 
 
Delay in initiating an investigation might also allow the nursing 
home to take an action (e.g., firing a problem employee) that 
makes it difficult for investigators to substantiate the allegations 
in the complaint.  Further, if a nursing home does terminate 
such an employee, and the Division does not promptly 
investigate the complaint alleging abuse by this employee, the 
terminated employee could obtain employment at another 
nursing home and continue a pattern of abuse there.  For 
example, we found that the Division received a complaint on 
January 6, 2000, in which one female nursing home resident 
reported that a nurse’s aide had physically and verbally abused 
another female resident three days earlier.  The aide admitted to 
the abuse and was terminated on the same day. The nurse’s 
aide was not contacted by the Division for the investigation of 
this incident until October 23, 2001, more than 22 months after 
the abuse was reported.  During that time, the aide could have 
been employed at other facilities because the Registry would 
show no entry of a sustained finding against this CNA.  
 
Investigations Not Thorough 
 
We reviewed documentation in the case files for our sampled 
complaints to determine if the investigators conducted a 
thorough investigation of the allegations in the complaint.  
According to CMS standards, investigators should complete 
various tasks during an investigation, including certain on-site 
preparatory and information gathering activities, such as:  
planning the investigation to determine what information needs 
to be obtained; identifying non-compliant facility practices that 
relate to the circumstances in the allegations; and interviewing 
the person who made the complaint, the person against whom 
the complaint was made, and any witnesses to the incident that 
gave rise to the complaint.  The investigator should also 
determine the condition of the resident, both before and after 
the alleged abuse or problem occurred. 
 
As a result of our review of case file documentation, we 
determined that investigators did not conduct a thorough 
investigation in 42 of the 98 (43 percent) cases in our random 
sample.  All the exceptions were in four local offices:  Central 
(1); New Rochelle (3); Hauppauge (10); and New York City (28).  
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Thoroughness exceptions resulted for one or more of the 
following reasons: 
 

• there was no documentation in the case file showing an 
investigation had been conducted; 

 
• investigators relied on the nursing home’s internal 

investigation; no independent Department investigation 
was performed; and, 

 
• documentation did not provide sufficient evidence of a 

thorough investigation (e.g., no record of on-site visit; no 
records of interviews of staff and/or residents; no review 
of medical records). 

 
Further, of the 51 cases we reviewed in our judgmental sample 
of two-day complaints, 10 complaints, all from the New York 
City office, were not thoroughly investigated.  Of the ten 
complaints, we found that five did not have investigations; three 
complaints had investigations noted on UCTS, but showed no 
related documentation in the case files; and two complaints 
were closed based on the nursing home’s investigation. 
 
One of the above two-day complaints was received in the New 
York City office on May 15, 2000.  Investigators did not initiate 
the investigation until May 21, 2001, more than a year after 
receipt of the complaint. There is no evidence in the case file or 
the investigator's report that the Division reviewed either 
relevant medical records or the facility's internal investigation.  
This complaint was closed as unsustained. 
 
In another instance, the investigation of a two-day complaint 
received in New York City on March 30, 2000 was not initiated 
until June 11, 2001, over 14 months after receipt.  A report 
completed on that date stated the Division’s conclusion: 
"(B)ased on a thorough facility investigation with appropriate 
action by the facility and a subsequent standard Department 
survey which found no deficient practices related to resident 
care and services, this complaint is unsustained."  There was no 
evidence that Department investigators ever conducted an 
independent on-site investigation of the allegations. 
 
We also found that, even when the Division investigators do 
conduct on-site investigations promptly and interview the parties 
involved in a complaint, they do not always examine all the 
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evidence available to determine whether the complaint is 
credible.  Hauppauge officials received a complaint on behalf of 
a female nursing home resident who had died unexpectedly.  
This resident was breathing with the aid of a trachea tube which 
was attached to a respirator.  The complainant alleged that she 
had witnessed past instances in which the trachea tube fell out 
and the staff was slow to respond.  The respirator has an alarm 
which sounds at the bedside and in the hallway when the tube 
falls out, and keeps a record of the times when the alarm 
sounds.  During the investigation, which was initiated on time, 
the investigator examined the resident’s chart to note the time 
staff responded to the alarm, but not the respirator’s record of 
when the alarm actually went off. 
 
We also found that the Department established interim 
procedures for closing backlogged complaints (complaints open 
for more than 180 days) in the Metropolitan Area Regional 
Office, which appear to jeopardize investigation thoroughness. 
These interim procedures, stated in a memo dated December 
22, 2000, applied to complaints received in this regional office 
between January 1, 1998 and March 31, 2000. According to 
these interim procedures, a complaint could be closed as 
substantiated if a nursing home survey completed within three 
to nine months of the complaint’s receipt identified deficient 
practices in the regulatory area that was the basis for the 
complaint; alternately, the complaint could be closed as 
unsubstantiated if such a survey did not identify deficient 
practices in that area. 
 
To determine the impact of these interim procedures on the 
thoroughness of investigations, we examined a random sample 
of 50 complaints from a population of 192 complaints closed 
between July 1, 2001 and August 23, 2001 in the Metropolitan 
Area Regional Office. We found that New Rochelle had 
investigated all 12 cases we had selected for review.  Of the 14 
cases we selected in Hauppauge, there was no evidence that a 
thorough investigation had been performed for 5 of them.  In 
New York City, we found that 11 of the 24 cases we reviewed 
had no evidence that a thorough Division investigation was 
performed.   In two of these cases, the complaint was closed as 
unsubstantiated based on the nursing home’s investigation. 
 
When investigations are not thorough, the Division does not 
have adequate knowledge about the alleged incident to make 
an informed decision about the complaint’s credibility.  Further, 
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relying solely on the nursing home’s internal investigation does 
not satisfy CMS standards or provide assurance of an objective 
assessment of the circumstances of the complaint. 
 
UCTS Data Varied From Case File Documentation 
 
We reviewed the UCTS Case Detail Report (Report) for each of 
the complaints in our random sample and compared Report 
entries with documentation in complaint case files in the local 
offices.  The Report contains information on milestones, and the 
dates they were completed, for actions that occurred (e.g., 
complaint intake; investigator assigned; investigation initiated; 
complainant interviewed; on-site visit; investigation report 
completed; issuance of facility closure letter) during the life of an 
investigation.  
 
As we determined in our visits to local offices, staff in these 
offices do not update UCTS data within 72 hours of having 
completed a particular milestone in conducting an investigation, 
as required by Department guidelines.  Instead, they wait until 
the investigation is completed to update UCTS.  (We discuss 
this issue further later in this report.)  Therefore, we sought to 
determine whether the investigation data on UCTS was 
accurate and documented in the case files.  
 
We found that, for 21 of the 98 cases in our random sample (21 
percent), information recorded on UCTS could not be verified to 
information contained in the case file (11 complaints) and/or 
information recorded on UCTS varied from information 
contained in the case file (10 complaints). All the UCTS 
discrepancies occurred in four local offices, as follows: Central 
(3); New Rochelle (6); New York City (5); and Hauppauge (7).  
For example, UCTS indicated that the Hauppauge office 
initiated an investigation of one complaint on December 28, 
2000, but there was no documentation in the case file to 
substantiate that information.  In another instance, UCTS 
indicated the Central (Syracuse) office initiated an investigation 
of a complaint on May 4, 2001 while the case file documented 
that the investigation had been initiated on March 21, 2001.  
Without assurance that UCTS data is accurate and documented 
in complaint case files, the Division cannot rely on this system to 
track the progress of investigations or to determine whether 
thorough investigations have been conducted within the 
required time frames.   
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Cases Not Closed in a Timely Manner 
 
Although Department officials informed us they have not 
established specific standards for the time in which cases 
should be closed, they indicated that they expected cases to be 
closed within 180 days. Our 100-case random sample 
comprised 16 closed complaints and 84 open complaints.  Of 
the 84 open complaints, we found that 30 complaints (36 
percent of open sampled complaints) had been open for more 
than 180 days.   Of this number, 16 were from New York City, 
12 were from Hauppauge and 2 were from New Rochelle.  We 
determined that 17 of these complaints had remained open and 
unresolved for up to a year; the remaining 13 cases had been 
open more than a year.  When cases are not closed in a timely 
manner, the conditions that gave rise to the complaint can 
continue to exist, jeopardizing the health and safety of nursing 
home residents.  
 
Ineffective Investigation Practices 
 
Since our tests showed that some complaint investigations are 
not initiated timely, not thoroughly performed, and not closed 
timely, and that UCTS data often varies from case file data, we 
conducted further tests to determine the causes of these 
problems. Our analysis identified the following exceptions in the 
Division’s processing of complaints at local offices: 
 

• complaints were not assigned to investigators; 
 

• complaints were assigned to persons who were not 
active investigators; 

 
• complaints were assigned to investigators who were not 

certified; 
 

• complaints were sent to the wrong local office for 
investigation; and, 

 
• local office staff do not update UCTS until the 

investigation is closed. 
 
We believe the above exceptions are responsible, at least in 
part, for the Division’s ineffective investigations of complaints.  
We discuss each of these issues below. 
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1.  Complaints Not Assigned to Investigators 
 
In order to ensure that complaints are investigated 
appropriately, complaints must be assigned to investigators 
when they are received at the local offices.  We prepared a 
listing of all open cases by local office and identified a number 
of open cases which, according to UCTS, did not have assigned 
investigators as shown in the table below.   The number of 
cases identified in each local office was as follows: 
 

Complaints Not Assigned to Investigators Per UCTS 
Local Office Open Complaints 

as of August 23, 
2001 

Complaints Not 
Assigned Per UCTS 

Buffalo 146 31
Capital District 94 1
Central 349 88
Hauppauge 915 128
New York City 1,917 169
New Rochelle 444 443
Rochester 46 5
    Total 3,911 865
 
Since UCTS is not regularly updated, as required, we followed 
up with local office officials to determine if investigators had, in 
fact, been assigned to these 865 complaints. We determined 
that the Capital District, Central, Buffalo and Rochester local 
offices had assigned investigators to these cases, but had not 
entered the information in UCTS.  However, we found the 
Hauppauge, New Rochelle and New York City offices had not 
assigned investigators to many of these cases. 
 
At Hauppauge, we worked with the office complaint coordinator 
to review the 128 complaints without an assigned investigator.  
From our review at Hauppauge, we determined that 24 
complaints received had, in fact, been assigned investigators, 
but that the 104 complaints from calendar year 2000 had 
remained unassigned. The complaint coordinator, who had 
been hired in July 2001, could not provide an explanation for 
why this situation occurred, but indicated that the local office 
would investigate the complaints from 2000 as part of the next 
scheduled survey of the nursing home.  Consequently, 
investigations of these 104 complaints, which will take place in 
the course of an overall survey of the nursing home, may be 
delayed up to two years. 
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In New York City, the complaint coordinator said she maintains 
a manual log of complaints. Thus, the 169 complaints listed as 
unassigned in UCTS should have had investigators assigned to 
them in the manual log.  However, when we compared the 
listing of unassigned complaints from UCTS to entries in the 
manual log, we found that 114 complaints were not assigned to 
investigators or were unaccounted for.  Specifically:  
 

• 84 were not assigned an investigator in the manual log; 
 

• for 19 complaints, the assigned investigator was not an 
active investigator; and, 

 
• 11 complaints listed on UCTS were not included in the 

manual log. 
 
The remaining 55 complaints were either assigned, closed or 
due to be investigated during the next survey of the nursing 
home. 
 
At New Rochelle, the complaint coordinator told us that 
assigned investigators would not appear on UCTS, since 
staffers there wait until the complaint is closed to update the 
UCTS. The complaint coordinator said the office maintains a 
manual log which should list the investigators assigned to these 
cases. Since UCTS showed that the New Rochelle office had 
443 unassigned cases, we reviewed the manual log for one 
month (July 2001). UCTS showed that New Rochelle received 
109 complaints that month, and that 74 of them were still open.  
Based on our review of the manual log, we found that 10 of 
these open complaints did not have investigators assigned; six 
of these complaints were unassigned because they were never 
entered in the manual log and the other four complaints did not 
have investigators assigned per the log. 
 

2.  Complaints Assigned to Non-Active Investigators 
 
Department procedures state that complaint investigations 
should be assigned to investigators in regional offices. Using the 
UCTS data, we compiled lists of open complaints by local office 
and the investigators assigned to determine whether the 
Department employees assigned to these cases were active 
investigators.  We found that open cases were assigned to 
active Department investigators in the Capital District, Central, 
Buffalo and Rochester local offices.  However, we identified 
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complaints that were assigned to individuals who, at the time of 
our audit, were no longer employed by the Department as 
investigators in the Hauppauge and New York City offices. We 
did not conduct such a review in New Rochelle, because as 
noted previously, officials did not enter this data on UCTS. 
 
According to the UCTS data supplied, there were 787 open 
complaints with assigned investigators as of August 23, 2001 in 
Hauppauge.  We reviewed these complaints with the complaint 
coordinator and determined that 238 open complaints (30.2 
percent), all received during calendar year 2000, were assigned 
to former Department employees and had not been reassigned. 
The complaint coordinator said these complaints would be 
investigated during the next scheduled survey of those nursing 
homes.  Again, these 238 complaints may not have been fully 
investigated for up to two years from the date of their receipt. 
 
In New York City, we found that 885 complaints of the 1,734 
open complaints with assigned investigators as of August 23, 
2001 had been initially assigned to former Department 
investigators.  After reviewing the manual log, we found that 
only 129 of these complaints had been reassigned to current 
investigators.  Of the remaining 756 complaints, we found that: 
 

• 695 complaints were not assigned to active Department 
investigators and were not being investigated; 

 
• 48 complaints were not located in the manual log; and, 

 
• 13 complaints were assigned to investigators whose 

status was unclear. 
 
Because regional office officials have not promptly reassigned 
active Department investigators to all the complaints received, 
the Division is not investigating allegations of abuse, neglect 
and mistreatment of nursing home residents. As a result, 
needed corrective actions are not being undertaken to 
adequately protect the nursing home population. 
 

3.  Complaints Assigned to Investigators Who Are 
Not Certified 

 
The CMS State Operations Manual requires that individual 
members of nursing home survey teams meet minimum 
qualifications and successfully complete a training and testing 
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program, which includes the Surveyor Minimum Qualifications 
Test (SMQT).  The SMQT measures the knowledge, skills and 
abilities needed to conduct standard and extended surveys in 
nursing homes.  According to the State Operations Manual, the 
investigations of nursing home complaints are to be addressed 
as abbreviated surveys.  According to CMS officials, those 
responsible for investigating nursing home complaints should be 
SMQT certified. 
 
Using UCTS data supplied by Department staff, we prepared 
listings of open complaints and the investigators assigned by 
local office.  We asked Division officials to report whether the 
investigators assigned to each of these complaints by area 
office were SMQT certified.  As shown on the table below, we 
identified 1,259 complaints assigned to 45 investigators who 
were not SMQT certified: 
 

Complaints Assigned to Non-Certified Investigators 

Local Office Open Complaints 
as of August 23, 2001

Complaints Assigned 
to Non-Certified 

Investigators 

Number of 
Uncertified 

Investigators at 
Office 

Buffalo 146 15 3
Capital District 94 26 5
Central 349 2 2
Hauppauge 915 130 11
New York City 1,917 1,075 21
New Rochelle* 444 7 1
Rochester 46 4 2
Total 3,911 1,259 45

 
*  Because New Rochelle does not track case investigations on UCTS, our 
analysis for New Rochelle was limited to the 74 cases listed on the office’s 
manual log for July 2001.  

 
CMS established the certification requirement to help ensure 
Division investigators have the knowledge, skills and abilities 
needed to conduct investigations and surveys of nursing homes. 
When investigators are not certified, there is increased risk they 
will not investigate complaints thoroughly, and that conditions 
that jeopardize nursing home residents’ health and safety will 
not be detected and resolved.  
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4.  Complaints Forwarded to the Wrong Office for 
Investigation 

 
The Central Intake Unit forwards complaints to the local offices 
for investigation. Once forwarded to the local office, the 
complaints reside on that office’s computer and the other local 
offices are not able to view these complaints. In reviewing the 
download of UCTS data, we identified 5 complaints that 
appeared to have been sent to the wrong office for investigation, 
based on the facilities’ addresses. These 5 complaints were 
sent to New Rochelle even though the addresses of the nursing 
homes in the complaints indicated they should have been sent 
to the Hauppauge office. 
 
When we reviewed these five cases with the Hauppauge 
complaint coordinator, we found that Hauppauge had never 
received two of these complaints.  Both complaints alleged 
physical abuse, requiring on-site investigations within two 
business days of receipt.  In the first instance, the nursing 
home’s Director of Nursing alleged that a staff member had hit a 
68-year old resident, causing injury to her knee.  In the second 
instance, a facility Director of Nursing alleged that a male visitor 
had hit his wife, a resident, on the head. These two complaints 
were received in New Rochelle on June 14, 2001 and July 31, 
2001, respectively.  However, as of October 23, 2001, these 
cases had not been forwarded to the Hauppauge office and had 
not been investigated.  As a result, the residents involved in 
these complaints may have continued to be exposed to safety 
and health risks. 
 

5.  UCTS Is Not Regularly Updated 
 
Department procedures state that Division staff in the local 
offices should enter data relevant to investigation milestones in 
UCTS, including the date the action was completed, within 72 
hours of the action’s occurrence so the Department can track 
the investigation milestones performed and generate reports to 
gauge the progress of investigations.  However, as we 
determined on our site visits to the regions, local offices – and 
particularly the Metropolitan Area Regional Office  do not 
regularly update UCTS after investigation milestones are 
completed. 
 
In our judgment, Division and local office officials could have 
identified many of the conditions we found during our audit if 
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they ensured local offices complied with Department procedures 
for timely updating of UCTS and then used the system to 
monitor the investigation of complaints.  If UCTS data were up 
to date, officials could generate reports to identify complaints: 
 

• that are not being investigated in a timely manner or 
complaints that have been open for an extended period 
of time; 

 
• lacking assigned investigators; 

 
• assigned to former Department employees; and, 

 
• that were sent to the wrong region. 

 
To be used effectively as a case tracking and management tool, 
UCTS must contain complete and accurate information, and this 
information must be entered in a timely manner.  Division 
officials must reinforce the importance of timely entry of UCTS 
data and use UCTS to monitor the extent to which investigations 
are done timely, assigned properly and closed in accordance 
with the Department’s stated expectations. 
 
In response to our preliminary audit findings, Department 
officials indicated that they plan to issue a comprehensive 
manual that states investigative policies and procedures, as well 
as expectations for documentation and reporting.  They also 
stated they will review investigative practices in the Metropolitan 
Area Regional Office, and that they plan to accompany 
investigators on a limited number of complaint surveys to 
ensure policies and procedures are being followed. 
 
Officials also stated they will issue a policy identifying a 
minimum number of UCTS milestones that must be completed 
and minimum time frames for entering milestone data on UCTS.  
Officials said central and local offices will monitor compliance 
with this policy. Division officials also stated they would ensure 
all complaints were assigned properly, and would schedule 
SMQT training for those staff who need it.  While officials 
indicated that upstate offices use UCTS for tracking 
investigations and that downstate offices are required to do so, 
our observations and test results led us to conclude that, at the 
time of our audit, UCTS had little utility as either a tracking or 
management tool. 
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Recommendations 
 
1. Take steps to ensure complaint investigations are 

initiated in a timely manner and are thorough.  Maintain 
documentation of investigations in the case files. 

 
2. Provide additional training to Division staff and 

managers regarding: 
 
 • the need to update UCTS data in a timely manner;  
 
 • the importance of entering and maintaining accurate 

 data on UCTS; and 
 
 • how to use reports available on UCTS for tracking the 

 status of complaint investigations and for monitoring 
 local office performance. 

 
3. Establish time standards for closing cases and monitor 

the performance of the regional offices in meeting these 
standards. 

 
4. Identify and assign all open cases to investigators and 

reassign to active investigators any cases that have 
been assigned to non-active investigators. 

 
5. Take steps to ensure that all complaint investigators are 

SMQT certified.   
 
6. Take steps to ensure all complaints received are 

forwarded to the proper regional office for investigation. 
 

Complaint Intake and Triage 
 

n April 2001, the Division began accepting nursing home 
complaints centrally and recording these complaints using 

UCTS.  Division officials developed this new centralized 
process, called the Centralized Complaint Intake Program 
(CCIP), to ensure all complaints received, whether by 
telephone, letter, e-mail or in person, are recorded on UCTS, 
processed by the Central Intake Unit and consistently triaged.   
 
The Central Intake Unit receives the majority of its complaints 
by means of the telephone hotline.  Calls received when 

I
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operators are busy or after hours are recorded on a voice mail 
system.  The Division has procedures for recording such calls.  
At the time of our audit, the Division also had a draft policy on 
the CCIP and Contact Calls (hotline calls) which requires that 
the Unit provide an appropriate and timely response to hotline 
voice mail calls, and that Unit staff maintain documentation of 
responses (including appropriate information about the call, its 
disposition and the time of the return call to the complainant) in 
a manual telephone log. A supervisor is required to review the 
telephone log daily to ensure all calls have been returned and 
have received an appropriate disposition. 
 
In examining the telephone log, we found that entries did not 
always document all necessary information. Further, we saw no 
evidence of the required daily supervisory review of the log to 
ensure that all complaint calls were properly handled.  We also 
found that Division officials do not reconcile all calls received to 
those entered on UCTS to ensure all calls received are 
recorded on UCTS.  Unless complaints are entered on UCTS, 
they will not be investigated.  In addition, we found the Division 
has not established written procedures for processing and 
recording nursing home complaints received by fax, e-mail, 
letter or in person to ensure they are processed and recorded 
on UCTS. 
 
In response to our preliminary audit findings, Division officials 
provided us with subsequently-developed policies and 
procedures for processing complaints received by fax, e-mail or 
letter.  Officials also indicated that, based on our 
recommendations, they had revised the telephone log to 
capture all incoming correspondence and added a signature line 
validating the Bureau Director/coordinator’s review. 
 
Federal regulations require that states exchange certain types 
of information with complainants at the time of complaint intake 
to help with the decision-making and investigative process.  The 
CMS State Operations Manual details the specific information 
Division staff should obtain from the complainant, and the 
information Division staff must provide to complainants at the 
time of the initial or subsequent telephone calls.  This 
information must be provided verbally or through written 
correspondence, such as acknowledgement letters. 
 
However, we found Division officials do not collect or provide all 
the required information.  For example, in interviews of Division 
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officials, we found that Division staff do not ask about the 
complainant expectation/desire for resolution/remedy at intake.  
In response to our preliminary audit findings, Division officials 
provided us with amended procedures, which include soliciting 
the complainant’s expectations. Officials also indicated the 
Bureau Director/Coordinator would conduct quarterly quality 
assurance reviews of all complaints resulting in a UCTS entry to 
ensure this information is sought from complainants.  
 
The State Operations Manual also requires states to provide 
complainants (in writing or verbally) with the State’s policies and 
procedures for handling complaints, the course of action to be 
taken, the time frames to be expected and the names of other 
agencies that could provide assistance. To satisfy this 
requirement, Division policy calls for acknowledgement letters to 
be sent to each complainant.   To test whether such letters are 
sent, we reviewed a random sample of 50 complaints recorded 
on UCTS, and identified 9 cases for which Division officials 
could not document that they had provided written or verbal 
acknowledgement of the complaint.   
 
To help ensure all complainants receive acknowledgments, 
Division officials responded that, effective January 2002, the 
Bureau Director and Coordinator will conduct quarterly quality 
assurance reviews, which will include a determination of 
whether an acknowledgement letter was issued.  Officials also 
indicated that support staff would conduct a daily reconciliation 
of acknowledgement letters to UCTS intake forms. 
 
Once intake is completed, the triage staff in the Central Intake 
Unit review the information obtained at intake and determine 
what type of allegation(s) apply to the complaint. The triage 
process determines the specific allegations that must be 
investigated, the severity of the allegations, the required 
response time for initiating the complaint investigation and the 
type of investigation required. The Division’s CCIP Manual 
outlines the procedures and guidelines for triaging nursing home 
complaints.   
 
To determine whether the Division follows CCIP guidelines, we 
reviewed a random sample of 50 complaints, selected from a 
total population of 2,867 complaints that were recorded on 
UCTS between May 1, 2001 and August 10, 2001.  We 
reviewed the UCTS Case Detail Report for each sampled 
complaint and used the Division’s CCIP Manual to categorize 
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each complaint, using the following:  descriptive information 
cited in the allegations (neglect, physical abuse, quality of care, 
etc.); the complaint severity assigned (immediate jeopardy, 
actual harm, potential for actual harm); the required 
investigation initiation time (2 days, 10 days, 30 days, etc.); and 
the type of investigation required (on-site or off-site).  As a result 
of this review, we found the following 16 exceptions: 
 

• in three cases, additional allegations should have been 
recorded; 

 
• one “accident” should have been categorized as physical 

abuse; 
 

• in two cases, the required investigation initiation time 
assigned was not proper; 

 
• in three cases, the type of investigation required was not 

correct; and, 
 

• in seven cases, the severity rating assigned was 
incorrect. 

 
In their response to our preliminary audit findings, Division 
officials did not specifically address these exceptions, but 
indicated that they conduct periodic reviews to determine 
whether staff are properly triaging complaints. However, officials 
were unable to provide documentation or evidence of these 
periodic reviews.  When allegations are not recorded and 
complaints are not properly classified, abusive situations may 
not be investigated, or may be investigated too late to protect 
residents whose health and safety may be in immediate 
jeopardy. 
 
Division officials indicated that, beginning in January 2002, they 
would conduct quarterly quality assurance reviews.  A random 
sample of cases will be selected from UCTS for review and 
evaluated against the Complaint Intake/Triage Quality 
Assurance Tool, which will assess whether the intake and triage 
is complete and appropriate, according to Division and CCIP 
procedures. Officials also indicated that training would be 
provided to staff as needed, as a result of such reviews. 
 
We interviewed Division officials regarding backup procedures 
for the UCTS.  Officials stated backup of the system is 
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completed daily, but said there is no written formal disaster 
recovery plan in place for UCTS and there are no written 
procedures for receiving and responding to complaints if UCTS 
were to fail.  In response to our preliminary audit findings, 
Division officials provided us copies of a policy/procedure dated 
November 27, 2001 entitled “Complaint Processing when UCTS 
or Regional Servers Malfunction.” In addition, officials provided 
copies of a policy issued by the Department’s Bureau of Health 
Care Research and Information Systems on November 30, 
2001, on safeguards against catastrophic UCTS failure and how 
to successfully recover data from UCTS if system failures occur. 
 

Recommendations 
 
7. Take steps to ensure Division staff comply with written 

policies and procedures for the proper receipt of nursing 
home complaints. 

 
 8. Establish procedures and controls to ensure that 

Division intake staff: 
 
 • provide complainants with all required  information; 
 
 • solicit necessary information from complainants; and  
 
 • acknowledge the receipt of all complaints.  
 
  9. Conduct periodic reviews of sampled complaints to    

determine if they have been properly triaged, and 
provide staff with additional training or instruction on the 
triage process as needed. 

 
10. Provide all Division staff with copies of the policies and 

procedures for complaint processing in the event of 
UCTS or regional computer malfunction and UCTS 
disaster recovery. 
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Annual Reporting Requirement 
 

 government agency has a duty to provide policy makers 
and stakeholders with information needed to evaluate the 

performance of that agency.  Section 2803-d of the Public 
Health Law specifies that no later than March 15th of every year 
the Commissioner shall prepare and transmit to the Governor 
and the Legislature a report on the incidents of physical abuse, 
mistreatment and neglect of persons receiving care or services 
in residential health care facilities. 
 
Department officials have not prepared the required annual 
reports.  The last report prepared by the Department covers the 
three-year period 1996 through 1998.  In addition, Department 
officials have not prepared an annual report as required for 
either 1999 or 2000.  Department officials stated the reasons 
required reports were not prepared for 1999 and 2000 were that 
the data required for these reports had not been compiled.  
Department officials also indicated they were considering 
changes in the report format because of concerns raised by 
advocacy groups regarding the presentation of the data.   
Department officials said the data reflected in the 1996-1998 
report shows all cases closed in each of those years (including 
cases opened in prior years) and does not show what happened 
to all cases opened in each of those years. 
 
Department officials obtain the data for the annual report from 
the Department’s UCTS.  Department procedures regarding 
UCTS state that regional office staff are to use UCTS for all 
aspects of the complaint investigation and enter pertinent 
information in the system no later than 72 hours following the 
initiation or completion of a milestone noted in the system.  As 
noted earlier in this report, we found that investigators are not 
updating UCTS as required following the initiation or completion 
of milestones.  In some cases, UCTS is not updated until the 
case is closed.  We also found that some cases were not closed 
even though an investigation had been completed.  In these 
instances, investigators had determined the findings to be 
unsubstantiated. Local office officials stated that large 
caseloads made it difficult for investigators to close these and 
other cases timely.  We also noted instances where the dates 
recorded on UCTS were erroneous or in some cases were not 
supported by documentation contained in the case file.  As a 
result, Department officials have limited assurance that previous 

A 
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annual reports, or any future reports generated from UCTS 
accurately portray the status of complaints. 
 
The Department’s failure to produce annual reports precludes 
the Governor, the Legislature, advocacy groups and public from 
evaluating the performance of the Department in responding to 
nursing home complaints.  As noted in the table below, data 
provided by Department staff indicates that, since 1998, the 
number of complaints received has increased significantly, and 
the backlog of complaints (those open for more than 180 days) 
is increasing, especially in the Metropolitan Area Regional 
Office. 
 

 
 * Complaints received through December 10, 2001. 

 
If Department officials had issued annual reports as required, 
policy makers and stakeholders would have been informed of 
this data and timely actions may have been taken to help 
alleviate the problem of complaint backlog.  In response to our 
preliminary audit findings, Department officials stated they 
would ensure annual reports are prepared by March 15 of each 
year as required.  In addition, officials indicated they would 
reinforce the need to have UCTS data provided in an accurate 
and timely manner for use in the annual report. 
 

Recommendation 
 
11. Prepare annual reports by March 15 of each year as 

required by the Public Health Law. 
 

Local Office 1998 1999 2000 2001* 
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Buffalo 426 1 620 40 798 4 551 1
Capital District 259 2 375 9 596 6 863 0
Central 322 57 377 57 687 66 890 44
Hauppauge 408 92 461 283 767 735 1,140 736
New York City 790 164 887 144 2,426 807 2,749 999
New Rochelle 552 91 805 243 882 650 1,011 103
Rochester 218 47 280 155 464 40 969 1
Total 2,975 454 3,805 931 6,620 2,308 8,173 1,884
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State Comptroller’s Notes 

Appendix C 

 
 
1. Section 2803-d of the Public Health Law requires the Department of Health to 

investigate allegations of suspected physical abuse, mistreatment or neglect of 
persons in residential health care facilities, and to adopt rules and regulations to 
implement the investigations.  The Department’s complaint investigation 
procedures generally require on-site investigations of complaints, but provide 
certain exceptions.  For example, when a facility reports abuse between a visitor 
and a resident, and the facility has taken satisfactory action to protect residents, 
an off-site response may be selected.  However, we noted several instances in 
our judgmental samples of complaint investigations where Department 
procedures required an on-site investigation, yet the cases were closed based 
only on a facility’s internal investigation.  Additionally, in our judgment, any 
allegations of abuse, mistreatment or neglect of residents of nursing homes 
should be independently investigated, and should not be closed on the basis of a 
nursing home’s own investigation. 

 
2. As stated in our report, 45 uncertified investigators were assigned a total of 1,259 

complaints as of August 23, 2001, an average of 28 complaints per investigator.  
These 1,259 complaints represented 32 percent of all open complaints as of 
August 23, 2001. While Department officials state in their response that every 
effort is made to ensure surveillance staff become SMQT certified within two 
years of beginning employment, the CMS State Operations Manual requires 
states to assure that investigators become SMQT certified within the first twelve 
months of employment.  Consequently, the likelihood is increased that uncertified 
investigators will investigate complaints and that complaints will not be 
investigated thoroughly or properly. 

 
3. We modified our report to eliminate reference to the 10 complaint cases that 

were appropriately sent to the New Rochelle local office.  However, we do not 
agree that reference to the remaining five misdirected complaint cases should be 
removed from the report.  Contrary to the Department’s assertion, these mistakes 
did not all occur within the first two months of implementation of the Centralized 
Complaint Intake Program (CCIP).  According to our report, the CCIP became 
operational in April 2001.  Two complaints alleging immediate jeopardy to a 
resident’s health or safety (i.e., physical abuse) were received in New Rochelle 
on June 14, 2001 and July 31, 2001, respectively.  Additionally, these two 
complaints had not been forwarded to the appropriate local office, Hauppauge, 
as of October 23, 2001. 

 
4. The Department’s response is misleading.  As stated in our report, in their written 

response to our preliminary audit findings, Division of Quality Assurance and 
Surveillance for Nursing Home and Intermediate Care Facilities staff members 
did not specifically address the errors in triage we identified.  However, in verbal 
discussions with Division staff, they agreed with 14 of the 16 exceptions noted in 
our report. 




